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Introduction 
 
Due to continuous migration, developed countries have become ethnically diverse, leading to 
an increase in ethnic minority populations (1). The United Kingdom (UK) 2011 Census 
confirms that there has been a continuous increase in UK born ethnic minority population as 
well as the ethnic population born outside the UK.  In 2011, ethnic minorities born outside 
were 13% of the total population or 7.5 million people (2).  
There is evidence that ethnic minorities suffer more ill health and have poorer health-related 
outcomes when compared with the White British population (3, 4). Amongst the ethnic 
groups, it is reported that heart disease is one of the leading causes of death in the African 
population, which may in part reflect  to reported gaps in access to care for cardiovascular 
disease and availability of interventions for African population (5). Other conditions like 
Type 2 diabetes has also been reported to be 3 to 5 times more prevalent in people of African-
Caribbean and South Asian origin and is associated with more complications (6, 7). Hospital 
admission data from the United Kingdom on asthma shows that,  compared with white 
Europeans, there is increased risk of asthma-related admissions in people of South Asian and 
African-Caribbean origin (8).  
Similarly, for mental health conditions, higher rates of psychotic disorders including 
schizophrenia and mania in the Afro-Caribbean and Black African population have been 
reported in the UK (9-11). Community-based and primary care prevalence studies show a 
higher incidence of depression and common mental disorders particularly amongst British 
South Asian women (12,13). Despite the higher prevalence of mental health conditions in the 
minority population, they face inequalities in accessing mental health services and as a result, 
have poor treatment outcomes (4). People from ethnic minorities report more negative 
experiences of healthcare services, and as a result, there is a tendency in minori ty populations 
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to underutilise health services and public health interventions (14). As a result of these 
negative experiences, there may be   lower participation of ethnic communities in health 
research (15,16). Better health provisions for ethnic minorities are associated with their 
participation in clinical research. 
In the United States (US) there is the National Institute of Health (NIH) regulation mandating 
the inclusion of ethnic minorities in clinical trials (17). Around 30% of participants in clinical 
research are from a minority ethnic group, and this has been relatively stable for some years 
since the law was introduced (18).  
In contrast to this regulation which mandates inclusion of ethnic minorities in clinical trials, 
in the UK there are no such regulations for clinical researchers, which  is reflected by poor 
representation of minorities in the UK and other European trials (17, 19). Moreover, this 
exclusion and underrepresentation of ethnic minorities are very common in clinical trials, and 
this leads to inequalities in health service provisions (15, 20,). This underrepresentation of 
ethnic minorities is evidenced by a survey done on National Institute of Health Research 
(NIHR) mental health portfolio studies aimed at examining the barriers within RCT design; 
the findings reported half that of the recruiting studies (64%) completely excluded 
participants unable to communicate in English (21). The underrepresentation of ethnic 
minorities has legal and ethical implications as the research findings are not representative of 
the ethnic populations and have limited generalisability (15,22,).  
Our previously published systematic review described multiple recruitment barriers amongst 
ethnic minorities to mental health clinical trials (19). All eight included studies in the review 
were conducted in the United States (US). There is a lack of evidence about ethnic 
recruitment in the UK, and we need to further study this in the UK in physical health 
conditions as well. 
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 As a next step, there is a need for better understanding of what recruitment strategies have 
already been implemented when recruiting ethnic minorities to previously conducted clinical 
trials in the UK. Our review will collate evidence relating to recruitment strategies for ethnic 
minorities in the UK health-related trials. This review will act as a resource for the 
researchers and will inform what sorts of recruitment strategies have been utilized to recruit 
ethnic minorities in the UK trials. Further the review will highlight any gaps which exist in 
recruitment strategies to further improve ethnic minorities’ participation in clinical trials.   
Aims 
To describe strategies for recruiting ethnic minority participants to UK clinical trials.  
 
Method 
 
Literature search strategy 
A systematic literature search was conducted, and four bibliographic databases were 
searched:  Medline (1946 to April week 4, 2018), Embase (1980 to 2018 week 16), PsychInfo 
(1806 to April week 4 2018) and CINAHL (1993 to 2018). The search strategy was 
developed in consultation with expert systematic reviewers (WW, MP and a librarian 
specialising in systematic reviews). The search strategy used a combination of three key 
blocks of terms: “ethnic minorities”, “randomised controlled trials” and “United Kingdom”. 
Search terms were adapted from published reviews for ethnic minorities (23) and randomised 
controlled trials (24). In addition, Ovid trial filters were also used. A description of the search 
strategy and the terms used are presented in Figure 1.The reference lists of the included 
publications were manually searched to identify other potentially eligible trials. The results of 
the searches of each database were exported to EndNote and merged to delete duplicates.  
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Inclusion and Exclusion Criteria 
Selection criteria were based on the following 
• Type of studies: RCTs  
• Participants: All Non-White English population (18 years or above)  
• Type of intervention: Any health-related intervention 
• Type of outcome measures: description of recruitment procedures 
• Geographical area: United Kingdom 
 
Studies excluded were trials with mixed population; with not just ethnic minorities specific 
recruitment, non RCTs, review articles, qualitative studies, conferences reports, cost analysis 
reports and studies not recruiting patients from ethnic minorities. 
Quality of the included studies  
The aim of the review was to focus on extracting reported recruitment strategies from the 
trials without looking at how effective these strategies have been in improving recruitment 
rates as no trial has reported this outcome. Therefore, reporting the quality of included studies 
was not relevant.   
Study selection process  
The titles and abstracts of the trials were read and reviewed independently by YM & WW. 
The full-texts of publications initially assessed as relevant for the review were retrieved and 
checked against the selection criteria. The full-text screening was completed by YM, WW 
independently and discussion within the team resolved uncertainties and disagreements  
Data Extraction   
A data extraction sheet was designed in consultation with experts in this field (WW, GA, 
MP) and tested on the first three papers. The data extraction sheet included the following 
variables: Title of the paper; author; year published; ethnic group; study design; sample size; 
target condition; settings; culturally specific recruitment; screening and diagnostic measures; 
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adaptation and translation of screening and diagnostic measures; outcomes measures. For the 
remaining papers, data extraction was done by YM, MWW, and GA). 
Data Synthesis 
Selected full-text papers were independently reviewed. During data extraction, reported 
culturally specific recruitment strategies were identified, team discussion with WW informed 
the final data extraction.    
The themes synthesis process was carried out by YM, WW which involved grouping various 
recruitment strategies into broader themes. Subthemes were created underneath the main 
theme sharing recruitment strategy central concept as the main theme but focused on one 
notable recruitment element, subsequently these subthemes were further branched and 
organized.   New themes were created to accommodate a recruitment strategy when it did not 
fit into existing themes.   
Overall the themes were influenced by a published review describing a typology of strategies 
to overcome barriers to recruiting ethnic minorities in mental health trials. All included 
studies in the review were conducted in the US (25). In this review, we aim to review UK 
based research on all health condition and not just restrict to mental health conditions.  
Results  
Insert Fig 2 here 
 
The summary of the literature search is presented in the PRISMA diagram (Fig.1) (26). As 
the review aimed only to describe reported recruitment strategies employed by the trials 
without evaluating the effectiveness of these recruitment strategies on the trial’s outcome so 
PRISMA guideline could not be followed.   
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After removing duplicates, the searches identified 2309 studies. Subsequently, following 
application of the inclusion and exclusion criteria, 19 eligible trials were selected.  Further 
reference search of the included papers led to the inclusion of additional 2 trials, giving a 
total of 21 trials.   
Insert table 1 here 
All the 21 selected trials (27-47) documented strategies to include ethnic minorities in clinical 
trials in the UK and further highlighted ways to adapt the various interventions and outcome 
measures. Description of the included trials is presented in Table 1. 
Out of 21 included trials, 7 focused on diabetes (27-33), 6 on mental health (34-39) and 2 
each on heart diseases (40, 41) and smoking (42, 43). Of the remaining one trial each was on 
multimorbid conditions (44) postnatal support (45) kidney disease (46) and asthma (47). 
Eleven trials were based in primary care (27-30, 32 34-37, 44, 47), with the remaining trials 
in secondary care or community settings.  
We describe multiple recruitment strategies under three main overarching themes: an 
adaptation of screening and outcome measures; culturally specific recruitment training; and 
recruitment process. 
1. Adaptation of Screening and Outcome Measures 
For the translation and adaptation of screening measures, only 1 trial translated, adapted and 
explained the process of adaptation in detail (34) Authors used forward and backwards 
translation, employed professionals and lay bilingual panels and later culturally adapted the 
measures as well.  Two trials made use of existing translated and adapted screening measures 
from other sources (42, 44). A further 3 trials used screening measures but did not report on 
the translation and adaption process of screening measures (36, 38, 39). All remaining trials 
did not use any screening measure and selected participants from existing disease registers. 
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With regards to translation and adaptation of outcome, 3 trials translated, adapted and 
explained the overall process of adaptation (27, 29, 47). In addition, 5 trials used existing 
translated and adapted outcome measure from another source (28, 35, 37, 41, 44). Description 
of the cultural adaptations and translation of screening and outcomes measures is presented in 
Table 2. 
Insert table 2 here 
 
 2. Culturally specific recruitment training  
Four trials provided culturally sensitive recruitment training for staff (35, 37, 42, 43).  With 
regards to culturally sensitive recruitment training, one trial provided two weeks training on 
the culturally specific research methods primarily focusing on recruitment, consenting and 
trial procedures (37). 
A trial on psychosis encouraged the recruiting teams to recognise cultural and language 
differences and mainly focussed on communication skills with the participants to facilitate 
the recruitment process. During training, researchers were encouraged to adopt a 
conversational style and use an interview schedule that was culturally sensitive to concerns 
expressed by ethnic groups in research (39). Out of the total twenty-one trials only two trials 
provided their staff with some sort of culturally sensitive recruitment training.  
Insert table 3 here 
3. Recruitment Process 
3.1 Engagement with community and family 
3.1.1 Working with religious leaders 
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Two trials referred to collaborating with key individuals and people respected in the religious 
settings (37, 44). The aim was to gain support from mosques and faith leaders to deliver faith-
based interventions through religious settings. Research staff sought the support of the 
religious organisations in promoting their projects and worked collaboratively to engage with 
the attendees and create awareness of mental disorders (37).  
3.1.2 Collaborating with ethnic community organisations  
Eight trials reported working with community-based ethnic minority organisations to 
encourage referrals from these organisations. Establishing relationships with the community 
organisation facilitated the engagement process between the researchers and the participants. 
Furthermore, the local organisations were experienced in working with the ethnic minority 
communities and had the skills and cultural awareness to engage with them. This 
collaboration helped participants to overcome the stigma and mistrust associated with the 
research process (32, 35-38, 41, 42, 43, 45).  
Five trials reported the use of day centres for recruitment as these centres exclusively catered 
to a high number of ethnic minority participants (27, 29, 31, 42, 47)  
3.1.3 Self referrals and assistance from family and carers 
Two trials referred to recruiting family members from participants already recruited (32, 36). 
Consenting participants were encouraged to refer family and friends and prompt them to take 
part in the trial (32).  
3.2. Recruitment Sites 
Only 2 trials did not recruit from ethnically dense areas with limited access to a high 
proportion of ethnic residents (27, 29). All other trials relied on recruitment from ethnically 
dense areas.  
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3.3 Study Invitation process 
3.3.1 Multilingual invitations  
Two trials reported displaying multilingual invites and posters to facilitate the recruitment 
process (37, 45). None of the other trials reported any ethnic language provisions to engage 
with the participants who could not read English. 
3.4 Patient information materials and follow-up arrangements 
3.4.1 Translation of the participant information sheets 
Three trials used translated, multilingual information sheets (35, 37, 45). Participants were 
provided with native language participant information sheets after they had been translated 
into targeted ethnic languages. The remaining trials did not specifically report providing 
translated participant information sheets.  
3.4.2 Tape recorded participant information  
In addition to the use of multilingual invitations, two trials made use of an audio recording of 
the participant information sheet to assist patients who did not speak English (40, 44).  
3.4.3 Choice of interview location  
To facilitate British Asian recruitment, trial team specifically offered the option to be 
screened and interviewed either at the hospital clinics, GP surgeries or their homes (27). The 
possibility of interviewing participants at various locations was not specified in any other 
trial.  
3.4.4 Follow-up arrangements 
To ensure the patients were fully aware of the research process, 4 trials arranged home 
recruitment visits (28, 37, 38, 45). Initially, patients were given an information sheet by the 
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GPs and later, if there was no response, a follow-up home visit was arranged to explain the 
research procedure in detail. Similarly, telephone follow-up calls were made to the patients to 
ascertain interest in the trial (28, 29, 33, 35, 40, 44). This was done to facilitate recruitment 
and making the research process convenient for the ethnic minority participants.  
3.5   Researcher and Participant communication  
3.5.1 Linguistic matching 
Two trials described the provision of bilingual staff to explain study details to patients who 
were unable to read any language (29, 37). In other trials, a language interpreting service was 
available to patients at the introduction to the trial, and at the time of the delivery of 
interventions (27,31,39,40,45) In addition, six trials gave participants an option to take 
interviews in the preferred language of Urdu, Punjabi or English (27,31, 34,37,42,47) 
3.5.2 Ethnic matching 
To facilitate availability of recruitment staff from same cultural background, ethnic matching 
was reported in 11 trials (28, 29, 32, 34, 35, 37, 38,42-44, 47) the remaining trials did not 
describe matching staff on ethnicity. An ethnically matched link worker was available to 
introduce the research to the participants and also acted as facilitators to the intervention 
group (39). Ethnic matching was also observed in the form of ethnically matched translators 
(39, 45). The rest of the trials did not document details on whether ethnic matching was done.  
3.5.3 Gender Matching 
Gender matching was documented in 4 trials (37, 42, 43, 44) where female link workers 
approached female participants.   
3.6 Awareness of the cultural practices and norms 
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Providing appropriate cultural incentives was not well documented. Four trials provided 
patients with culturally appropriate food, grooming products and other needs (35, 37, 38, 44).  
One trial considered cultural and religious festive periods in planning recruitment, assessment 
and evaluations sessions (37). In order to facilitate participation for South Asians participants 
especially South Asian women as some could not drive or had dropping off facility so three 
trials provided participants with transport provisions (35, 37, 44). 
Insert table 3 & 4 here 
Discussion 
 
Summary of the findings  
This review is the first attempt to document the various strategies used to only recruit ethnic 
minorities from RCTs conducted in the UK. There were only 21 published RCTs which 
specifically recruited ethnic minorities, showing limited ethnic minorities specify clinical 
research activity. This may lead to lack of development of appropriate health services, 
contributing to inequities in access to healthcare (15).  
The main recruitment strategies used in trials were recruitment from ethnically diverse areas; 
recruitment  from community/religious organisation; ethnic matching at sites; interviews 
conducted  in preferred language;  telephone follow-up and  interpreting service.                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
Further, various combinations of strategies were used by trials to the needs of the ethnic 
population, type of interventions, recruitment site and UK specific health systems. These 
reported recruitment strategies are also applicable to the general population. However, some 
strategies are culturally specific and relevant across all ethnicities, for example, strategies like 
community engagement, provision of childcare, transport and incentives will support all 
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ethnicities. On the whole, our findings reveal that a limited number of strategies were used 
when recruiting ethnic populations into clinical trials.  
One of the main themes emerging from the review is the lack of tailored approaches from the 
researchers. Recruitment of ethnic minorities involves consideration of communities’ cultural 
requirements in the recruitment process; considering various strategies including cultural, 
linguistic needs and researcher’s awareness of the cultural expectations.  Further a  very 
limited number of trials reported on engagement with the local ethnic community and 
religious organisations. 
 The majority of the authors failed to clearly report key information about the use of 
culturally sensitive ethnic minority recruitment methods. The full extent of the strategies 
might not have been reported due to the papers word limit; therefore it’s been proposed to 
document all the recruitment strategies in a separate publication. These publications would 
act as a resource for the researchers to enhance clinical research recruitment in future clinical 
research.  
The recruitment sample of the trials were ethnic communities yet the key indicators of 
employing culturally sensitive recruitment methods such as gender matching between 
research staff and the participants, recruitment training provisions, and availability of native 
language participant information material were not well documented.  In spite of the fact that 
the interventions were explicitly targeting ethnic minority participants, there was no detail in 
some trials of provisions for multilingual invitations, although it is possible they employed 
the strategy but failed to report it.    
Finally, our summary results on outcome measures highlight limitations in the use of 
culturally adapted measures. The commonly used measures and assessments were not 
adequately adapted and translated to the needs of the ethnic minority population. Authors did 
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not report on the methodology employed to modify these measures. There was limited 
evidence of the validation of the measures in ethnic minority populations.  
Our previously published review documented a typology of strategies to overcome barriers to 
recruiting ethnic minorities in mental health trials (2547). The review provided a range of 
solutions to interlinked and multifaceted barriers in mental health trials; whereas when 
comparing the present review with (25) the scope to utilize a range of recruitment strategies 
in mental health and physical health trials was very limited.  
One important point is worth considering here is that in a previous review on US studies (25) 
the main ethnic minority groups were of African-Caribbean and Spanish descent; whereas in 
the present review, the majority of participants were from South Asians backgrounds. There 
will be some commonalities amongst these ethnic groups regarding barriers to recruitment 
and strategies to overcome them, but there are definite cultural differences between these 
groups. The main difference will be the religious beliefs, social norms and the language 
requirements.  Also, there is a wide variation in health systems; the US healthcare system is 
based on private insurance whereas the UK is a National Healthcare System based on a social 
insurance system. This difference in the healthcare system presents some barriers which are 
related to the peculiarities of the health service, highlighting the need for solutions to be 
tailored according to the structure of the health service under study (25).  
The recruitment strategies detailed in this review are based on the specific needs of ethnic 
minority groups settled in the UK. Although in UK trials, multiple recruitment strategies have 
been used there is still scope to improve further and benefit from recruitment strategies that 
have been employed with other ethnic groups in countries like the US (25) and in depression 
trials within the UK (48). The finding from the present review and previous reviews can be 
brought together to develop new approaches to recruitment. These recruitment initiatives 
need to be embedded in ongoing trials and participants to be randomly assigned to the usual 
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recruitment methods or to the culturally sensitive recruitment methods. By randomly 
assigning sample to the two recruitment methods we can measure the impact of culturally 
sensitive recruitment approaches.    
 
Strengths and Limitations 
This is a comprehensive review of ethnic recruitment strategies for both physical and mental 
health clinical trials in the UK. The aim was to document the recruitment strategies so that 
they can be employed in future research and lead to the development of new strategies. In the 
UK there are different types of ethnic groups and a state-funded healthcare system; therefore, 
specifically reviewing this will help in developing tailored approaches for the UK population.  
The review was limited to the RCTs exclusively for ethnic minorities in the UK. Majority of 
clinical trials in the UK exclude ethnic minorities, this underrepresentation of ethnic 
minorities is evidenced by a survey done on National Institute of Health Research (NIHR) 
portfolio studies aimed at examining the inclusion of ethnic minorities into research; the 
findings reported that 64% recruiting studies excluded participants unable to communicate in 
English (21). Even when ethnic minorities are included in trials cultural sensitive recruitment 
strategies are not employed. To increase ethnic recruitment into trials and incorporate 
culturally sensitive recruitment strategies into recruitment plan we need to develop a learning 
resource for researchers. Therefore we studied smaller number of UK based clinical trials that 
exclusively targeted ethnic minorities so that the lessons learnt can be used to facilitate ethnic 
recruitment in future trials.   
There is a strong possibility that the trials used additional recruitment strategies but did not 
report them. Due to time constraints, it was not possible to contact the authors of the included 
trials to identify any other relevant potential trials or get further details about the strategies 
ACCEPTED MANUSCRIPT
AC
CE
PT
ED
 M
AN
US
CR
IP
T
 
16 
 
utilised but not reported in the publications. It's important to mention here that the scope of 
this review was only to synthesise and document the recruitment strategies that were 
employed in the trials, without reporting the evaluation of the effectiveness of these 
recruitment strategies on recruitment levels, retention, and meeting sample size targets. We 
have found that none of the mentioned reported trials evaluated the efficacy of these 
recruitment strategies on the outcomes of the trial.  As an area for future research, we will be 
assessing the effectiveness of these recruitment strategies on trials recruitment levels, 
retention, and sample size targets. When recruiting ethnic minorities to clinical research and 
especially when using culturally specific recruitment strategies it’s important to assess the 
impact of these strategies on trials outcomes, as this will inform researchers of what 
recruitment strategies will have positive impact on the overall recruitment and retention 
levels. 
Implications for research  
This review highlight gaps in using and reporting recruitment strategies for ethnic minorities 
in clinical trials conducted in the UK. This reporting gap is explained by a paper (48) which 
focused on recruitment strategies for British South Asians in 5 depression trials, where 
authors were contacted and reported that they used more strategies than reported in the 
papers, and the reason of underreporting in the paper was a shortage of space to report the full 
extent of strategies used.  One solution can be that researchers may document and report the 
full extent of different recruitment strategies utilised in a separate paper.  To address this 
underreporting, there is a need to develop guidelines to report ethnic recruitment approaches 
in clinical trials.   
The review highlights that as the trials utilized limited culturally specific recruitment 
strategies’ and in order to facilitate ethnic inclusive recruitment if the researchers are given 
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culturally sensitive training, this may improve the researcher’s skills to recruit minority 
population in trials. A culturally sensitive recruitment training programme called SHAMIL 
has been developed which aims to enhance researchers understanding of culturally sensitivity 
knowledge and skills in ethnic minority recruitment. The preliminary evaluation of the 
SHAMIL recruitment manual informed positive outcomes regarding improvement in 
participant's knowledge, confidence and skills to recruitment ethnic minorities to RCTs (49). 
There is a need to increase cultural sensitivity of research in ethnic minorities in the UK and 
this can only be achieved by training and equipping researchers with the necessary skills to 
recruit and retain these hard to reach ethnic groups. 
Conclusion 
The review highlighted ethnic recruitment strategies from 21 clinical trials. The researchers 
reported limited strategies to enhance ethnic recruitment. Subsequently, there is a need for 
wider training and support provisions for the trialist to improve and build up the recruitment 
skills to facilitate enhanced ethnic recruitment accruals. 
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Figure 1 Keywords for systematic review literature search  
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1 BME or black ethnic minority* or 
black minorit*ethnic*).mp 
2 Migrants*.mp or immigrant*.ab,ti 
3 race*.mp. or racial.ab,ti 
4 (cross-cultural or 
crosscultural).ab,ti 
5 (multi-race* or multirac*) .ab,ti 
6 (multiethnic or multi-ethnic).ab,ti 
7 (multi-lingu* or multilingu*).ab,ti 
8 (socio-cultural or 
sociocultural).ab.ti 
9 (diverse*or diverse population* or 
cultural diversity).ab,ti 
10 (south asian* or bangladeshi* or 
pakistani* or indian* or sri 
lankan*).mp 
11 (asian* or east asian* or chinese 
or taiwanese or vietnamese or 
korean* or Japanese).mp 
12 (afro-caribbean or African-
caribbean* or Caribbean or 
African* or black* or afro*).mp 
13 (islam* or hindu* or sikh* or 
buddhis* or muslim* or 
moselm*or Christian* or 
catholic* or jew*).ab,ti 
14 ethnic group*.mp 
15 ((ethnic or linguistic) adj 
diversity).ab,ti. 
16 Pragmatic clinical trial/or clinical 
trial/or randomized controlled 
trial/trial.mp or controlled clinical 
trial/ 
17 United kingdom.mp 
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Fig 2 Flow diagram study selection 
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Table 1.  Description of included RCT   
Title Ethnic Group                              Gender Sample size         Recruitment Setting Target condition Recruitment 
period 
Follow up 
period 
Hawthorne (2001) Pakistani Female 105                          Primary care & Community Type-2 Diabetes 12 months 6 months 
Jacob et al. (2002)                                 Indian Female 70                             Primary care              Depression   Not specified 2 months 
Vyas et al. (2003)                                   South Asians                        Both 211                                              Primary care                       Diabetes Not specified 12 months 
Griffiths et al. (2005) Bangladeshi Both 476                          Primary care             Multimorbid conditions 20 months 4 months 
Baradaran et al. (2006) South Asians                         Both 118                         Primary care Type-2 Diabetes Not specified 6 months 
Wiggins et al. (2005) Not specified Female 731                                                                                                                                       Community                                      Postnatal support 9 months 12 & 18 months 
Bellary et al. (2008)          South Asians                         Both 1486                      Primary care Type-2 Diabetes 13 months Every 2 months 
Chaudhry et al. (2009) Pakistani Female 18                           Primary care & Community Depression Not specified 6 months 
Jolly et al. (2009) South Asians                         Both 525                   Secondary care Myocardial infarction 12 months 6,12,24 months 
Afuwape et al. (2010) Black Both 40                        Community, SO & NSO Common mental 18 months 3 months 
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disorder 
Gater et al. (2010)   Pakistani  Female 123                      Primary & Community Depression 24 months 3 & 9 months 
Begh et al. (2011)           Pakistani & 
Bangladeshi 
Male 964                        Community Smoking Cessation Not specified 4 weeks & 3 
months 
Bhugra et al. (2011) Black  Both 83                Community Severe mental illness Not specified Once a week to 
once  a month 
Greenhalgh et al. 
(2011) 
South Asians & 
Somali 
Both 157                        Community Diabetes  Not specified 6 months 
Patel et al. (2011) South Asians                       Both 50             Secondary care & 
Community 
Coronary heart disease Not specified 10 weeks 
Ashurst et al. (2013) Bangladeshi Both 56                    Secondary care Kidney disease 12 months 6 months 
Rathod et al. (2013) Black & South 
Asians                         
Both 35                   Secondary care Psychosis 19 months 6 months 
Bhopal et al. (2014) Indians & Pakistanis Both 171                       Primary & Community Type-2 Diabetes 27 months 3 months  
Bush et al. (2014) South Asians                         Both 2680                         Primary care Diabetic Retinopathy Not specified Not applicable 
Sarwat et al. (2015) Bangladeshi & 
Pakistani 
Both 213  Community Second-hand smoke 10 months 5 months 
Griffiths et al. (2016)  South Asians                       Male  375  Primary care Asthma  Not specified 3 & 12 months 
RCT= Randomised controlled trial; Black = Africans, African-Carribean or Black British   
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Table 2: Description of Cultural adaptation & translation process of outcome measures  
TITLE Outcome measure  
 
Translated 
and or 
adapted  
Process 
described 
Used 
previously 
adapted  
Screening measure  Translated  
and or adapted  
Process 
described 
Used 
previously 
adapted  
Hawthorne (2001) Knowledge scores, change in self-care 
behaviour, attitudes to conditions 
Yes  Yes No No screening 
measures used 
n/a n/a n/a 
Jacob et al. (2002)                                 SEMI No Yes Yes GHQ Yes Yes  No 
Vyas et al. (2003)                                   Knowledge & Awareness, Self-management 
questionnaire 
No Yes Yes No screening 
measures used 
n/a n/a n/a 
Griffiths et al.  
(2005) 
Chronic disease self-efficacy scale No Yes Yes No screening 
measures used 
n/a n/a n/a 
Wiggins et al. 
(2005) 
EPDS, GHQ12,DUFFS No No No No screening 
measures used 
n/a  n/a n/a 
Baradaran et al. 
(2006) 
Knowledge, attitudes and practice regarding 
Type-2 diabetes. 
Yes Yes No No screening 
measures used 
n/a n/a n/a 
Bellary et al. (2008)          Change in blood pressure, total cholesterol 
and glycemic control 
n/a n/a n/a No screening 
measures used 
n/a n/a n/a 
Chaudhry et al. 
(2009) 
SRQ & SCAN No Yes Yes SCAN No No Yes 
Jolly et al. (2009) Blood pressure, serum cholesterol, ISWT, 
HADS and smoking cessation 
No No No No screening 
measures used 
n/a n/a n/a 
Afuwape et 
al.(2010) 
GHQ-28 No No No WHO mental health 
checklist 
No No No 
Gater et al. (2010)              HRSD,  Social functioning No Yes Yes SRQ, CIS-R No No Yes 
Begh et al. (2011)  Russell standard measure No No No No screening 
measures used 
n/a n/a n/a 
Bhugra et al. (2011) BPRS, CSQ-8. No No No BPRS, CSQ-8 No No No 
Greenhalgh et al. 
(2011) 
UKPDS  No No No No screening 
measures used 
n/a n/a n/a 
Patel et al. (2011) n/a n/a n/a n/a No screening 
measures used 
n/a n/a n/a 
Rathod et al. (2013) CPRS, MADRAS, SCS, Brief Anxiety Scale, 
BRAINS 
No No No Assessment of 
capacity 
No No No 
Ashurst et al.(2013) BP measurement n/a n/a n/a BP measurement n/a n/a n/a 
Bhopal et al. (2014) Weight change, IPAQ No No No No screening 
measure used 
No No No 
Bush et al. (2014) Clinic attendance n/a n/a n/a Clinic attendance n/a n/a n/a 
Sarwat et al. (2015) Saliva, cotinine levels n/a n/a n/a No screening 
measures used 
n/a n/a n/a 
Griffiths et al(2016)  AQ20, EQ5D  Yes Yes No No screening 
measures used 
n/a n/a n/a 
Airways Questionnaire 20 (AQ20); Brief Psychiatric Rating Scale (BPRS); Brief Rating Instrument for Assessment of Negative Symptoms Scale (BRAINS); Client Satisfaction 
Questionnaire-8 (CSQ-8); Comprehensive Psychopathological Rating Scale(CPRS); Edinburgh Postnatal Depression Scale (EPDS); European Quality of Life -5 Dimensions 
(EQ5D); Incremental Shuttle Walking Test (ISWT); International Physical Activity Questionnaire (IPAQ); General Health Questionnaire (GHQ); General Health Questionnaire-28 
(GHQ-28); Hamilton Rating Scale for Depression (HRSD); Hospital Anxiety and Depression Score (HADS);  Montgomary–Asberg Depression Rating Scale (MADRAS); 
Schedules for Clinical Assessment in Neuropsychiatry (SCAN); Schizophrenia Change Rating Scale(SCS); Self-Reporting Questionnaire (SRQ); Short Explanatory Model 
Interview(SEMI);United Kingdom Prospective Diabetes Study (UKPDS); Brief Psychiatric Rating Scale (BPRS); Client Satisfaction Questionnaire-8 (CSQ-8); The Clinical 
Interview Schedule-Revised (CIS-R) General Health Questionnaire (GHQ); Schedules for Clinical Assessment in Neuropsychiatry (SCAN); Self-Reporting Questionnaire (SRQ). 
Duke UNC functional social support scale (DUFFS) 
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Table 3.  Description of  Culturally specific 
Recruitment training of researchers 
Authors Delivery of recruitment 
training for staff 
Hawthorne et al. (2001) No 
Jacob et al. (2002)                                 No 
Vyas et al. (2003)                                   No
Griffiths et al. (2005) No 
Wiggins et al. (2005) No 
Baradaran et al. (2006) No 
Bellary et al. (2008)          No 
Chaudhry et al. (2009) Yes 
Jolly et al. (2009) No 
Afuwape et al. (2010) No 
Gater et al. (2010)              Yes  
Begh et al. (2011) Yes 
Bhugra et al. (2011) No 
Geeenhalgh et al. (2011) No 
Patel et al. (2011) No 
Rathod et al. (2012) Yes  
Ashurst et al. (2013) No 
Bhopal et al. (2014) No 
Bush et al. (2014) No 
Sarwat  et al. (2015) Yes 
Griffiths et al. (2016) No 
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Table 4: Description of Recruitment Process 
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ABSTRACT: 
 
Background: People from ethnic minorities are reported to have higher rates of physical 
illness (diabetes and ischemic heart disease) and mental disorders. Disparities relate not just 
to diagnosis, but also to care pathways and treatment outcomes. Despite this, they are 
underrepresented in clinical research. This reduces the generalisability of research findings 
across multi ethnic populations and hinders the development of accessible services. 
Researchers often face difficulties in recruiting ethnic minority participants to clinical 
research due to low levels of cultural competence and limited resources. There are few 
published trials focusing on ethnic minorities in the UK and we need to 
understand what recruitment strategies have already been implemented and recommended 
when recruiting ethnic participants. This will help researchers in applying these lessons to 
future clinical trials.  
Method: To identify strategies for recruiting ethnic minorities to clinical trials in the UK a 
systematic review of published randomised controlled trials (RCT) exclusively targeting 
ethnic minorities was conducted. Multiple databases were searched by combining the terms 
“ethnic minorities”, “randomised controlled trials” and “United Kingdom”. Data was 
extracted on recruitment strategies described by each RCT and then themes were created. 
Results: Twenty-one included RCT’s identified various strategies to recruit ethnic 
communities to clinical trials. These have been described under three overarching themes; 
adaptation of screening and outcome measures, culturally specific recruitment training and 
recruitment processes.  
Conclusion: The review highlighted that researchers employed limited strategies to enhance 
the recruitment level. The full extent of the use of strategies was not described well in the 
publications. There is a need for wider training and support for the trialist to enhance and 
build up recruitment skills to facilitate the recruitment of ethnic minorities to clinical trials. 
Keywords: 
Systematic review; Randomised controlled trials; ethnic minorities; United Kingdom 
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